SUMMARY In a cardiovascular disease study in Finnmark county, Norway, which was repeated after three years (1977), 12 694 men and women twice answered a questionnaire on myocardial infarction, angina pectoris, other heart diseases, atherosclerosis obliterans, stroke, and diabetes. The reliability of these data is studied by using different indicators. These indicators suggest that questionnaire information on myocardial infarction is reliable and more reliable than such information on stroke or on diabetes. For stroke the study showed an underreporting. The information from the question on other heart diseases and atherosclerosis obliterans seems so unreliable that an interpretation of such data may be difficult.
Several studiesl5 of cardiovascular disease and diabetes show methodological problems in the use of questionnaires and interviews. In a cardiovascular disease study in Finnmark county it was possible to show some indicators of the qualities of our questionnaire information because the same questionnaire was applied twice with an interval of three years. In addition, all those who gave a positive reply to questions on myocardial infarction, stroke, or diabetes at the first screening had their medical records checked at local health centres and county hospitals. Further, an infarction and stroke register was established for the three-year period between the two surveys to establish the true incidence. This study aims to present data on:
(1) The agreement between information obtained by questionnaires and by medical records for myocardial infarction, stroke, and diabetes.
(2) The reproducibility of positive questionnaire answers to inquiries about disease.
(3) The association between a positive history of disease in response to questions about angina pectoris or atherosclerosis obliterans, and answers about symptoms pointing towards such diseases.
(4) The association between questionnaire answers about diabetes and non-fasting serum glucose. Table 2 shows the agreement between the independently registered episodes of myocardial infarction and stroke in the three-year interval between Finnmark I and II and the same persons' questionnaire answers on disease at Finnmark II. Out of 46 of those who had a registered myocardial infarction in the three-year period, 12 (26%) denied their events, while as many as eight out of 12 (67%) of the registered strokes were denied. Table 3 shows the reproducibility at Finnmark II as a percentage of positive disease questionnaire answers at Finnmark I. The highest degree of reproducibility (86%) was obtained for myocardial infarction. For positive questionnaire answers on angina pectoris and diabetes the reproducibility was about 73%. For the other three diseases asked for in the questionnaire, the reproducibility was only 50% or less. Table 4 shows the agreement between questionnaire answers on disease and answers on Steiner Tretli, Per G Lund-Larsen, and Olav Per Voss All the positive disease answers that could not be verified seemed to be false, but there were often logical reasons for many of the false answers.
The number of cases of diabetes that were not reported (the false-negatives) could not be counted in this study. For myocardial infarction and stroke, however, the questionnaire answers at Finnmark II by those who had had a registered event of those diseases in the period gave an indication of the degree of underreporting. While most of the registered myocardial infarctions were reported, only a third of the strokes were reported.
Some new events occurred in the three-year period between the two screenings. Therefore, when applying reproducibility of questionnaire answers as a measure of reliability, we had to measure the reproducibility only in the group who gave a positive answer on disease at Finnmark I (table 3) . For some, these data may be influenced by contact with the local doctors in connection with the follow-up examinations after the first screening. Nevertheless, the reproducibility of positive answers on disease as a measure of reliability is no less suitable because of this influence. Table 3 suggests that the well-defined diseases reproduce better than the badly defined.
In tables 4 and 5 we have tried to indicate the reliability of questionnaire answers by showing agreement between questionnaire history of angina pectoris and atherosclerosis obliterans and symptoms pointing towards such diseases. We are aware that not all caseS of diagnosed angina pectoris and atherosclerosis obliterans will necessarily have a symptom constellation meeting our criteria for acceptable symptoms as indicative of such disease. Table 4 shows a much higher degree of accordance between symptoms and disease questions for angina pectoris than for atherosclerosis obliterans. The highest degree of accordance (table 5) When questionnaire data is used to obtain prevalence data for myocardial infarction, the degree of underreporting seems to equal the degree of overreporting. This means that the prevalence figure for myocardial infarction obtained by questionnaire is more or less the same as the prevalence figure based on medical records. For stroke, however, there seems to be considerable underreporting. For the other diseases covered by the questionnaire it is difficult to quantify over and underreporting.
Questionnaire information may be difficult to interpret, but despite this it is of obvious interest to state changes in such information from one point of time to another. We think it is necessary to mark such information-for instance, by using words like "questionnaire prevalence." It seems also necessary to exercise caution, especially when making comparisons. The language and phrasing of the questionnaire, the examination procedure, the level of education of the population, the health service system, and response rate should all be taken into account. Under identical examination or re-examination conditions the questionnaire information may be of value-for example, when studying differences in questionnaire prevalence between areas or in the same area over time. 
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